INTRODUCTION
Ovary is the site of pluripotency. So, ovaries are very susceptible to various malignant and benign histopathological tumors. One of the rare forms of tumor that arise in ovary is lymphoma. Lymphoma can arise de novo or as a part of systemic disease. Common form of lymphoma in ovary is nonHodgkin's type. Primary ovarian non-Hodgkin's lymphoma is very rare accounting 0.5% of all nonHodgkin's lymphomas and 1.5% of all ovarian neoplasms. 1, 2 We present a case of non-Hodgkin's lymphoma of the ovary which was managed with surgery and chemotherapy.
CASE
A lady of thirty two years with two children, regularly menstruating, presented to emergency with complaints of pain lower abdomen for one month which had increased for four days and fever with chills and rigors also for the same duration. There was no significant past medical and surgical as well as family history. Her examination revealed generalized abdominal and fornicial fullness with tenderness however there was no lymphadenopathy.
Her blood investigation including complete blood counts showed no abnormality. Among the tumor markers Cancer Antigen-125 (CA-125) was 236 and Lactate Dehydrogenase (LDH) was 1636. Contrast enhanced Computerised-Tomography revealed large heterogenously enhancing soft tissue density masses in bilateral parauterine region with ascitis, enhancing omental thickening and retroperitoneal lymphadenopathy. The ascitic fluid for cytology was negative for malignancy and fine needle aspiration cytology of tumor deposit showed chronic inflammatory lesion.
She underwent staging laparotomy with total abdominal hysterectomy, bilateral adnexectomy, omentectomy and peritoneal biopsy and staged as IIIc.
She was found to have straw coloured ascitic fluid around 1000ml with bilateral ovarian solid tumors, right sided measuring 7x5 cm and left 5x4cm with intact capsule (Figure 1 ). The Omentum was thickened and studded with miliary like deposits and similar deposits were present in bowel, bladder, liver, under surface of diaphragm. Both parietal and visceral peritoneum were thickened.
On gross examination, there were bilateral solid ovarian tumors with areas of cystic degeneration and omental caking (Figure 2 and 3) . The excised tissue sent for histopathological examination was consistent with bilateral ovarian nonHodgkin's lymphoma with extragonadal involvement (peritoneal biopsy and omentum were positive for tumor). Immunohistochemistry of the same showed Leucocyte common antigen (LCA), CD20 and Bcl-6 being positive favoring diffuse B-cell non-Hodgkin's lymphoma.
Her bone marrow aspiration done after surgery showed normal hematopoiesis with no abnormal cells.
The patient received six cycles of Cyclophosphamide, Hydroxydaunorubicin (doxorubicin or adriamycin), Oncovin (vincristine), Prednisone (CHOP) regimen. Follow-up Computerised Tomography (CT) scan done after six months of treatment showed no signs of recurrence.
COMMENT
Lymphoma is a rare tumor of the ovary and its presence most commonly represents involvement in overt systemic disease, almost always of nonHodgkin's type. 3, 4 The diffuse large B-cell lymphoma appears to be the most common one. 2 Lymphoma of ovary can be divided into primary and secondary. It is important to separate one from the other because there is considerable evidence that primary extranodal lymphoma tends to run a less aggressive course than does the nodal one. 5, 6 The 5 year survival for extra-nodal is 80% whereas secondary malignant lymphoma is only 33%. 7 Fox et al 8 suggested criteria for diagnosing primary ovarian lymphoma 1) Tumor is confined to ovary, regional lymph nodes or adjunctive organs at the time of diagnosis 2) the peripheral blood and the bone marrow should not contain any abnormal cells 3) The lymphomateous lesions that occur at the sites remote from the ovary, at least several months should have elapsed between appearance of ovarian and extra ovarian lesions. In our case there was no obvious lymphadenopathy (except retroperitoneal) and no atypical cells in peripheral blood at presentation and post-treatment follow-up CT scan favoring the diagnosis of primary ovarian lymphoma. However, there is always an argument regarding this when there is involvement of omentum and peritoneum at the time of surgery as seen in our case. 1, 9 Majority of primary ovarian lymphomas present with pelvic complaint; some cases present with ascitis and raised CA-125 10 which were also present in this case.
The use of chemotherapy is based on the principle that ovarian lymphoma must be considered as a localized manifestation of systemic disease. 8 The appropriate chemotherapy regimen is CHOP as similar to nodal non-Hodgkin's lymphomas.
Our patient was also treated with total abdominal hysterectomy and bilateral adnexectomy and omentectomy followed by six cycles of CHOP regimen. At present she is doing well. Considering the way she presented to us, findings at surgery, blood and bone marrow investigations and respond to the treatment modalities, primary ovarian lymphoma is more likely entity rather than secondary to systemic nodal non-Hodgkin's lymphoma of ovary.
In conclusion, lymphoma of ovary is a rare manifestation. Primary extra-nodal manifestation in ovary lymphoma should also be considered as a differential diagnosis when a middle aged lady presents with features of advanced ovarian cancer.
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